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Annual Licensure

Final Observations
Statement of Licensure Violations:

300.610a)
300.1210b)
300.1210c)
300.1210d)6)
300.1220b)3)

Section 300.610 Resident Care Policies

a) The facility shall have written policies and
procedures governing all services provided by the
facility. The written policies and procedures shall
be formulated by a Resident Care Policy
Committee consisting of at ieast the
administrator, the advisory physician or the
medical advisory committee, and representatives
of nursing and other services in the facility. The
policies shall comply with the Act and this Part.
The written policies shall be followed in operating
the facility.

Section 300.1210 General Requirements for
Nursing and Personal Care

b) The facility shall provide the necessary care
and services to attain or maintain the highest
practicable physical, mental, and psychological
well-being of the resident, in accordance with
each resident's comprehensive resident care
plan. Adequate and properly supervised nursing
care and personal care shall be provided to each
resident to meet the total nursing and personal
care needs of the resident.
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¢) Each direct care-giving staff shall review and
be knowledgeable about his or her residents'
respective resident care plan.

d) Pursuant to subsection (a), general nursing
care shall include, at a minimum, the following
and shall be practiced on a 24-hour,
seven-day-a-week basis:

6) All necessary precautions shall be taken to
assure that the residents' environment remains
as free of accident hazards as possible. All
nursing personnel shall evaluate residents to see
that each resident receives adequate supervision
and assistance to prevent accidents.

Section 300.1220 Supervision of Nursing
Services

b) The DON shall supervise and oversee the
nursing services of the facility, including:

3) Developing an up-to-date resident care plan for
each resident based on the resident's
comprehensive assessment, individual needs
and goals to be accomplished, physician's orders,
and personal care and nursing needs. Personnel,
representing other services such as nursing,
activities, dietary, and such other modalities as
are ordered by the physician, shall be involved in
the preparation of the resident care plan. The
plan shall be in writing and shall be reviewed and
modified in keeping with the care needed as
indicated by the resident's condition.

These requirements were not met as evidenced
by:
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Based on interview and record review the facility
failed to ensure adequate supervision to resident
(R58) who has multiple episodes of falls to
prevent from future falls as indicated in his care
plan. R58 was left unattended/unsupervised in
the dining room and sustained a right hip fracture
requiring hospitalization. This deficiency affects
one (R58) of 3 residents in a sample of 26
reviewed for Fall prevention management.

Findings include:

R58 is admitted on 4/27/21 with diagnosis to
include Dementia, Psychosis, Chronic
Obstructive Pulmonary Disease and Depression.
R58 is at high risk of falls. He has a total of 10
episodes of multiple falls from 5/17/21 to 4/19/22.
Most recent fall sustained right hip fracture
requiring hospitalization. R58's fall prevention
care plan intervention dated 7/14/21 indicated:
place resident in supervised area while awake.

R58's progress notes dated 4/19/22 indicated:
Unwitnessed fall at approximately 11:15pm, R58
sustained a fall while sitting in his wheelchair in
the dining room. Staff responded to R58's call for
help and the resident was found lying on his right.
There was no break in his skin noted and R58
was complaining of right-sided hip pain. R58's
physician gave orders to transfer him to hospital
for further evaluation. Tylenol 650mg was given
orally for pain. Vital signs: BP135/71, PR 68, RR
19, T-97.6F, 97% 02 sat on room air.

On 4/21/22 at 2:02pm V2 Director of Nursing
(DON) said that R58 is a demented resident who
needs constant supervision/monitoring due to
high risk of falls and multiple incidents of falls. He
was placed in the dining room late in the evening
for supervision because he tends to get out of
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